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"The trick is to live to be 100. Very few people dle after that."

George Burns

Aging is inevitable. Health promotion, including good nutrition, can slow the rate of degeneration
and foster the independence and well-being of older individuals. For years, health promotion
activities targeted only younger adults. Health pzofesstonals and adults over 65 simply accepted
the high rate of chronie disease and the concomitant physical and mental impairments.
Health-promoting dietary recommendations were generally viewed as useless. However, a
preponderance of evidence now suggests many potentlal benefits of good nutritlon for older persons:

1) Life expectancy after age 65 has increased in part because of an abundant food supply, which
has eliminated most nutritional deficiencies (1).
2) Reducing body weight and excess intakes of sodlum, sugars, fats, and cholesterol can lower the

risk of developing hypertension, diabetes, and heart disease for many individuals and improve
the management of these dlseases for older as well as youngerxr individuals (2).

3) Nutritious diets that protect physical and mental health help older people to work longer and
lead independent lives (1).
4) Maintaining a reasonable welight, exerclsing regularly, and selecting a proper dlet may retard

the aging process and delay certain debilitating conditions common in old age (L.e.,
osterporosls, hypertension, dementila, and diabetes) (3).

5) Preventing malnutrition can reduce the need for recurrent hospitalizations and prevent the
accurrence of complicating conditions, thereby, lowering medical costs (3).
6) Selecting the best, most economical foods to meet nutritional needs and using appropriate

nutrition programs can maximize 1imited financial resources and permit independent living for
the older population.

7) Correcting poor diets for healthy older persons eliminates the need for and avoids the hazards
of high doses of expensive dietary supplements (4).

To design appropriate nutrition strategles for those over 65, decision-makers need to 1) consider
the heterogeneous characteristics of the elderly population, 2) differentiate age-related changes
from effects of degenerative diseases, and 3) recognize the limitations of the current research
base. This paper discusses these factors as well as other related areas -- problems in determining
nutritional status and nutrlent requirements of older persons, emerging research 1ssues, and the
effectiveness of current nutrition interventions. Several links between nutrition and other health
promotion areas are jdentified. The issues identified in this paper, though not exhaustive,
provide a starting point for developing the strategies that will address nutrition concerns in the
rapidly growing, aging population in the U.S.

CHARACTERISTICS OF OLDER PERSONS

Older persons, generally defined as individuals over the age of 65, represent a very diverse group.
The sex and racial composition of specific cohorts change as the subgroup ages beyond 80 years.

The physical and mental capabilities of elders within and among older subgroups also vary widelys
thus the potential benefits of nutrition therapies are not uniform. Attempting to foster
independence and well-being in this heterogeneous population will require that policy makers and
health care professionals examine the distinct characteristics of two to three age strata over 65
before developing broad interventions or formulating policies.

The variations in physiologieal, physical, and mental functions are greater among older persons
than among any younger cohort. This heterogeneity reflects, in part, the diversity in lifestyles,
economic and soclial conditions, food supply, culture, education, and exposure to other
environmental factors experienced during thelr growing and maturing years. Genetics, of course,
also plays a major role in the rate of functional loss in various organs and one’s susceptibility
to chronic diseases (such as cancer, coronary heart disease, diabetes, and osteoporosis). A later
section describes more fully the differences in age-related functional changes and occurrence of
chronic diseases.



Psychosocial and economic determinants

Many psychosocial factors affect the food habits and nutrritional status of the old. Depression,
loss of self-esteem, loss of spouse, inabllity to live independently, and loss of a sense of
purpose and motivation adversely affect nutritional status by decreasing appetite and interest in

eating and food preparation (5). Place of residence and economic status ecan determine access to

food sources and health care services.

In 1985, the majority of those over 65 were white, non-institutionalized women, either living in a
family setting (67%) or living alone (30%). Few (5%) lived in nursing homes, and most of these
were over B5. After age 80 to 85, males and blacks are more likely to survive. Although many
older persons maintain households, many need help with personal care and food purchasing and
preparation. Older persons tend to reside more frequently in central cities, small towns, and
rural areas where access to social and health services, nutrition programs, and food stores may be
limited. Because older residents (n urban and rural areas are often less educated and poorer than
suburban residents, their risk of nutritional problems increases (6). The dletary patterns of
these rural residents include large amounts of salty snacks, heavy sweets-sugar desserts, and high
fat meat (7).

Older persons are more likely than younger adults to be poor or live on fixed incomes. Federal
programs (Medicare, Medicaid, Social Security) have slowed the onset of poverty for some, but more
than two out of every five of those over 65 are poor or economically vulnerable (8). Those over
85, nonwhites, women, and persons living alone experience the highest rates of poverty (8, 9, 10).
As inflarion increases, those living on fixed or low incomes find that a larger portion of their
income is spent for food. The recent low inflation rate has partly eased this burden.
Participation in the food stamp program, the nutrition program for seniors, and the commodity
supplemental food program has also improved older persons access to food: but these safety-net
programs provide protection for only a small proportion of poor older persons (8).

The cultural and soctal influences on food habits are also important to consider in planning
nutrltion strategles (10, 11, 12, 13). Davis and Randall (14) described trends in family
structures and gender roles, In social integration, in employment opportunities, in education and
in economlc stability that affected the food habits and food choices of three subgroups of the
population who would be over 65 by the year 2000. For example, individuals born between 1910-1930
experienced food shortages: often lived close to their food supply; and were less educated. They
may requlire different food offerings and educational tools than persons born between 1940-1950.
Nutritional problems of the older cohort wha ate more complex carbohydrates and less fat may differ
from the younger cohort who vere exposed to more processed foods with more fats and simple sugars.
A lower fertility rate among those born in 1910-30 could limit family support as they age compared
to those born ten to twenty years later.

Nutritional status

The nutritional status of the older persons often reflects lifetime nutrient intakes and food
behaviors, as well as age-related conditions and sociceconomic determinants. Experience with
chronic degenerative diseases and conditions, drug regimens, drug and diet interactions, and
functional status also influences health. To interpret the nutrition data from surveys, caution
should be taken not to confuse cross-sectional data showing secular trends in dietary patterns with
longitudinal data showing within person changes over time (15, 16, 17).

The most recent survey data from NHANES IT showed older adults selecting most frequently the
follov%pg foods from each specific group: whole and low fat milk and cheese (milk group),
grapefruits and melon (fruit group), potatoes and tomatoes (vegetables), bread, biscuits, and
muffins (breads and cereals group), and ground beef (meat group) (18). The 1977-78 National Food
Consumption Survey data showed that one-third of older adults used whole grain breads and that
older persons were the highest users of eggs, skim milk, vegetables, fruits, soups and lowest users
of soft drinks (19).

National survey data (20) also show that estimated food energy intakes decline with age; the lowest
mean intakes are for those 75 years and over (about 1850 kcal for males and 1400 kcal for females).
Adults generally gain weight until age 50; then, relative welghts decline. The variance for energy
intakes of those over 65 years of age is great, due to the small numbers in this subser.

Assessments of caloric intake adequacy require data on body size and physical activity.

For some older persons, having been obese and consuming inappropriate levels of sodium and perhaps,
calcium, protein, and fat earlier in life may have raised their chances of developing hypertension,
cardiovascular disease (CVD), diabetes, and cancer. Dietary cholesterol intakes for many over 65
(means are 461 mg for males, 316 mg for females) remain above recommended levels for lowering the
risk of CvVD.






















































